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4000 11-94.1 Initial Comments 4 000 11-94.1-21 Arrangement for Services
A re_licensing survey was comp|eted on 1. Corre'ctive Actiqn for Rgsident in Sflmgle:
02/13/2015. Entrance to the facility was on All ventilator equipment in use during the
02/09/2015 with a resident census of 41 and a survey were  within the recommended
bed count for 42. maintenance gycle, hpwever, they were overfiue
for an annual inspection, as per facility’s policy.
On 2/18/2015, four inspected ventilators were
4098 11-94.1-21 Arrangement for services 4 098 received by the vendor to replace the four
ventilators in use in the survey sample. The
When the facility does not employ a qualified ventilators were exchanged and the uninspected
person to render a required or necessary service, YERHIGIOES SWErEhSEntSDACKRIO e Wendor ok
it shall have a written agreement or contract with ::szz::;"v::g{g:ors:'w"g::"rgc'ceitgaeznag/d;/‘:‘;";:
a qualified OUts'qe person or provider to provide 3/6‘/)15 to replace the three back up ventilators.
the needed service. The backup ventilators were exchanged and the
uninspected ventilators were sent back to the
vendor for inspection and/or servicing. 3/6/15
This Statute is not met as evidenced by:
Based on observation, record review and staff All enteral feeding pumps in the facility were
interviews, the facility failed to maintain resident inspected by Maintenance between 2/13/15 to
care equipment in a safe operating condition for 4 2/16/2015 according to the manufacturer’s
of 4 ventilator dependent residents and 3 of 10 recommended annual test and all enteral pumps
residents receiving enteral nutrition via enteral were tagged with the date of inspection and next
feeding pumps of the 27 in the residents sample inspection due date. 216/15
- ; _ 2. Identification of Other Resident Having
Findings include the Potential of Being Affected:
All other resident care equipment (regardless of
On 2/12/15 at 10 39 AM ' concurrent Observatlon equipmen[ ownership) were identified to
with the Director of Maintenance found the determine if all inspections and/or servicing
ventilator check dates written on the yellow were conducted, as per manufacturer’s
stickers on Residents #42, #18, #20 and #5's recommendations.  All other resident care
ventilators revealed they were overdue from equipment that was determined to require
2013. The two back-up ventilators also had inspection and/or servicing were completed. 2/28/15
expiration dates from 2013. For Residents #42, . . .
#18 and #5, it was also found their enteral 3. Corrective Action/Systemic Changes:
feeding pumps had not been inspected for the All rcs!dent care equipment are now included in
the maintenance logs and are tracked (regardless
past year. of equipment ownership) to assure timely
On 2/12/15 at 1:51 P.M.. duri . with inspections and/or servicing are conducted and
n a ., during an interview wi
the Administrator, he stated the vendors were
supposed to have kept up with the exchanging of
the ventilators. He stated that on the Island
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4098 Continued From page 1

however, the vendors had stopped servicing the
ventilators as well as the enteral feeding pumps
and this contributed toward the lack of at least an
annual inspection of their equipment. The
Administrator stated 5 new ventilators were to
arrive from the mainland the following week.

In addition, the Administrator and Head of
Maintenance confirmed they had no
log/monitoring sheet to track all their resident
care equipment or the last time each item was
serviced, exchanged or repaired. Review of the
facility's policy, "Equipment Management
Program," Chapter XV, Section 134, stated:
"Policy - The Equipment Management Program is
designed to assess and control the clinical and
physical risk of fixed and portable equipment
used for the diagnosis, treatment, monitoring, and
care of residents and of other fixed and portable
electrically powered equipment. Procedures...B.
A current, accurate, unique inventory is kept of all
inventory included in the program, regardless of
the equipment's ownership or purpose. 1. Each
piece or type of equipment listed in the inventory
has written equipment-testing procedures...a.
Each piece of equipment is tested prior to initial
use and at least annually thereafter; such testing
is documented.”

The Head of Maintenance and the Administrator
verified there were no logs kept in accordance
with their own policy

4 102 11-94.1-22(d) Medical record system

(d) Records to be maintained and updated, as

necessary, for the duration of each resident's stay
shall also include

4008 11-94.1-21

(Contd.)

Arrangement for  Services

are adhered to, manufacturer’s

recommendations.

as  per

4. Monitoring of Corrective Actions to
Ensure No Recurrence:

The QAAC shall monitor all resident care
equipment, regardless of equipment ownership,
through the Maintenance quarterly QA report to
ensure timely inspections and/or servicing are
conducted, as per manufacturer’s
recommendations.

4102

2/18/15

2/28/15
Ongoing
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4102 Continued From page 2 4102 11-94.1-22(d) Medical record system
f (1) d'Ap'proprla;e authorizations and consents 1. Corrective Action for Resident in Sample:
or medical procedures, The DON met with the charge nurse involved
) ) . and discussed the facility policy infraction, in
(2) Records O_f all periods, with PhYS_|C|an Qfdefs. regards to PRN medication administration and
of use of physical or chemical restraints with proper documentation, with the resident in
justification and authorization for each and sample. 2/12/15
documentation of ongoing assessment of . .
resident during use of restraints; A copy of the facility’s policy and procedures
on PRN  administration and  proper
(3) Copies of initial and periodic ?}:’_cu";f"‘a"°“ was given a"‘:] 'e"l:‘?w‘l’,d W“g
examinations and evaluations, as well as Is charge nurse, 1o ensure fhat this license
rogress notes at appropriate intervals staff  will ad.m|n|ster l.’RN meshcatnons, in
P ' accordance with the facility’s policy, and that
. each PRN medication administered s
'(4) Regular review of an overall plan of care documented properly. 212/15
setting forth goals to be accomplished through .
individually designed activities, therapies, and The importance of accurate documentation was
treatments, and indicating  which professional also discussed with this licensed staff, using the
. . g . p . . . -
services or individual is responsible for providing record of resident in sample, as an example, and
the care or service; the implications of inaccurate documentation,
and how it affects the resident’s medical
(5) Entries describing all care, treatments, condition. 212115
medlcat.'lcl) ns, tests, 'mmun!gat;?ns‘ dand all All licensed staff was reminded to ensure that
ancillary services proviaed; an this resident is thoroughly assessed for presence
of pain daily, and is medicated properly as
(6) All physician's, physician assistant's, or | indizated. y propery 212315
APRN's orders completed with appropriate
documentation (signature, title, and date). 2. Identification of Other Resident Having
the Potential of Being Affected:
An audit of all residents’ medical records,
This Statute is not met as evidenced by: especially those residents who are on pain
Based on record review, staff interview and management program, will be conducted to
review of the facility's policy and procedure, the chsure ‘ga‘, thorough a}f;"ijsm""‘-d_bef?"’ and
facility failed to ensure the clinical record after ~administering medication, 1S
. h completed, and the assessment results are
contained accurate documentation for 1 of 2 accurately documented in cach resident’s
residents reviewed for pain management of 27 in record. Y11/15
the residents sample.
Findings include
During the Stage 1 and 2 observations and
interviews with Res #18, it was found she
experienced pain to her legs but was able to ask
Office of Health Care Assurance
STATE FORM 6899 XZVO11 If continuation sheet 3 of 7




Hawaii Dept. of Health, Office of Health 'I:.-af;e Assuranc

PRINTED: 03/02/2015

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER

125005

FORMAPPROVED
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A BUILDING: COMPLETED
B WiNG 02/13/2015

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY. STATE, ZiP CODE
1205 ALEXANDER STREET

ISLAND NURSING HOME HONOLULU, HI 96826
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
4102 Continued From page 3 4102 11-94.1-22(d) Medical record (Contd.)
and receive pain medication. Punng a concurrent 3. Corrective Action/Systemic Changes:
r.ecord review on 2/11/ 15.’ at 10:34 A.M. W'th, An all licensed staff meeting was conducted to
licensed nurse (LN) #2, it was noted the resident review the facility PRN  medication
was given Tylenol elixir 20 mi or 650 mg on administration policy, and to discuss the
2/6/15 for pain. LN #2 said the pain medication importance of thorough assessment, before and
was specific for fever for that physician's order after administration of PRN medication, and
However, in reviewing the nurse's entry on that document them, as outlined in our facility
day, she said there was no documentation or policy, on PRN medication administration. 2/23/15
reason why it was administered. She confirmed . . )
Res #18 did not have a fever based on the vital All residents’ records will be audited by the
signs. LN #2 said in addition, the physician would DON Iglr{ I:lhe dj;lgtr_!ee njonthlyl,) to ensure :hlat
have been notified and a recheck of the resident E‘(’)zymeme d'j‘?e;f:c:ﬁl"gg:}::"rézul‘t’gnﬁ fafﬁ:::::gz
would be documented, but it was not found. assessment, before and after the administration
) ) ) . of PRN medication, as outlined in our facility’s
On 2/11/15 at 12:30 P.M., during an interview with policy. 3/31/15
LN #1, she stated it was her nursing entry error Ongoing
She confirmed Res #18 did complain of pain to 4. Monitoring of Corrective Actions to
her legs, and although the pain was not too bad, Ensure No Recurrence:
she offered the Tylenol which the resident The DON or the designee will conduct an audit
accepted. LN #1 said however, she documented of all residents’ records monthly, to ensure all
it for fever and should have documented it in the licensed ~ staff's compliance, of required
MAR for pain. LN #1 also said she usually asks assessments and accurate documentation, as
the resident to rate her pain, but "it wasn't too outlined in the facility’s policy on PRN
" . ! : medication administration. The results of the
bad. LN #1 said Sh.e a!so reassesses the pain audit will be reported to the quarterly QA
after giving the medication, but this time slje got meeting, and necessary actions will be
busy and forgot to do so. LN #1 verified it was implemented as appropriate. 3/31/15
her clinical entry error and she did notdo a Ongoing
follow-up reassessment as well
On 2/12/15 at 3:15 P .M., the Director of Nursing
(DON), produced the policy on pain management
She stated the licensed staff are to document
accurately and are required to do a reassessment
whenever a pain medication is given as outlined
in their policy.
4115 11-94 1-27(4) Resident rights and facility 4 115
practices
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4115 Continued From page 4 4ms 11-94.1-27(4) Resident rights and facility
Written policies regarding the rights and practices
rTSP?n?;]b“;t'eﬁ.Of rﬁ8||(|:| gnts dtug?ghthc? r?‘(s;dinﬁ's 1. Corrective Action for Resident in Sample:
stay in the facl ity shall be establisned and snal The DON met with both nursing staff involved
be made available to the resident, resident family, (CNA #1 & #2), reviewed resident’s rights and
legal guardlan, surrogate, sponsoring agency or facility policy and practices, when caring for a
representative payee, and the public upon resident, with emphasis on maintaining or
request. A facility must protect and promote the enhancing each resident’s dignity and respect. 2/13/15
rights of each resident, including:
Proper feeding technique was also reviewed and
(4) The right to a dignified existence, diss:ussed with both staff, to ensure each
self-determination, and communication with and “’S'.‘:e:’.‘ ¥ the ?’Cgf‘y is free from risk of
access to persons and services inside and aspiration curing feccing. 21315
outside the facility, Both staff was counseled.
) . ) 2. Identification of Other Resident Having
This Statute is not met as evndepced by the Potential of Being A ffected:
Based on observation and staff interviews, the The DON, and the charge nurses on the floors,
facility failed to promote care for residents in a will closely monitor all staff daily during care,
manner and in an environment that maintains or during feeding, and while giving assistance to
enhances each resident's dignity and respect in resident’s daily needs, to ensure that the staff
full recognition of his or her individuality for 2 of delivers care to all residents with dignity and
27 in the residents sample. respect, and to ensure that all residents are free
from any accident, such aspiration during
_— . feeding.
Findings include: ceding 2)“3“.5
ngoing
) ' 3. Corrective Action/Systemic Changes:
1. During the third floor in-room breakfast An all staff in-service on Caring for Residents
observapon on 2/9/15 at 7:44 A_.M., a certgfled with Dignity and Respect was conducted, to
nurse aide (CNA #2) was standing at Resident ensure that all staff are reminded on the
(Res) #24's bedside feeding him. CNA #2 had importance of maintaining and enhancing
the bed raised high off the ground. She resident’s dignity and respect in the delivery of
confirmed she was supposed to sit and feed the care. 2/23/15
resident, "but no chairs high enough.* CNA#2 ] ) . o
said they only had the low sitting fold away chairs An all staff in-service and review on resident’s
and that she would not be able to feed the rights, was also conducted, to remind the staff
ident at eve level that each resident is entitled of their rights as an
res y individual, and as a resident of this facility,
regardless of their medical status. 3/12/15

2 During the second floor in room breakfast
observation on 2/9/15 at8 01 AM CNA#1 was
observed standing at Res #12's bedside CNA #1
was seen placing a spoon with whitish soft mush
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4115 Continued From page 5 4115 11-94.1-27(4) Resident rights and facility
partially into the resident's mouth, which came practices (Contd.)
rlg_ht out gnd spulled down.on't'o her c.hm. CNA#1 A review in-service on proper feeding
quickly W'.Ped it up ?nd said, "Sometimes, | try the techniques will be conducted to all staff, to
food first." The Tes{de"t was nOt' aW&"k_e. although ensure that all residents are free from risk of
her mouth was partially open while sitting aspiration during feeding, 3/23/15
propped up. CNA#1 also tapped the metal
spoon directly into the food bowl that made a loud
"tac, tac, tac, tac" sound. CNA#1 also pressed 4. Monitoring of Corrective Actions to
and tapped the resident's right shoulder with her Ensure No Recurrence: S
fingers in an attempt to awaken Res #12. The Tlh;‘DSN. or the des'g:fﬁ’ ‘hﬁ Activity D"CC"‘I"
resident continued to snore softly and did not foore ﬂ'ﬁgniﬁﬁﬁsra?he sfatc‘f gggify“:fﬁesg°2;r:
open her eyes. CNA #1 did nc,)t make an attempt during feeding, and when assisting the residents
to awaken the resident by calling out her name, All observations will be documented. and
talk into her ear to explain breakfast was at reported to the quarterly QA meeﬁng’_ and
bedside and/or sit beside the resident. necessary actions will be implemented by the
DON, as appropriate. 2/13/15
4160 11-94.1-41(b) Storage and handling of food 4160 Ongoing

(b) Effective procedures to promptly and
consistently clean all equipment and work areas
shall be enforced

This Statute is not met as evidenced by

Based on observation and staff interview, the
facility failed to ensure the kitchen staff followed
proper sanitation practices for the manual
washing and sanitizing of dishes using the 3
compartment sink.

Findings include:

During the initial kitchen tour on 2/9/15 at 6:59
A.M., the head cook demonstrated the use of
their 3 compartment sink used for manual
washing and sanitizing of dishes. The head cook
dipped a test strip into the compartment
containing the iodine sanitizing solution “for 60
seconds,"” but removed it approximately 30
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4160 Continued From page 6 4160 11-94.1-41(b) Storage and handling of food
seconds later. However, the directions on the log . . . .
sheet said the test strips were to be immersed in %.hfodri:::;,ver: acnt;g:rfo: p};:f;ge':;;" Ssa’:;:iz'i:lg
the solution for only 5 seconds. This procedure system for the 3 compartment sink and installed
was not followed by the head cook. new sanitizing dispensing equipment. 2/12/15
The head cook then matched the test strip All dietary staff received inservice on the new
against the legend on the test strip holder and sanitizing system. 2/12/15
read it at 75 parts per million (ppm). The head o ) .
cook said it had to read between 50-75 ppm to be 2. ldentification of Other Resident Having
effective. A review of the daily log sheet found 2‘5 l;g:‘;;::‘z:“t’f;:;“‘sy ;:efr;e:tz:;rently ssod by
the k.ItChen staff recorded all of the test st(Ip dietary staff have been checked to ensure that
readings at 25 ppm. Yet, the head co ok did not proper procedures are being followed. 2/12/15
know why the kitchen staff were writing 25 ppm
when ther? was no 25 ppm on the legend to 3. Corrective Action/Systemic Changes:
match it with. The new dispensing equipment was installed for
the appropriate sink. 2/12/15
During an interview with the Dietary Manager on
2/12/15, it was revealed the kitchen staff were A new documentation record was developed
using the wrong test strips to obtain the readings according to the proper procedures and
In addition, the Dietary Manager stated the iodine concentration of the solution. 22715
sanitizing agent was outdated and they were Al lovee ved i . "
replacing it with a new sanitizing agent on ] st:r:‘p Edaaiistthai ke il PN
2/12/15 ystemm.
4. Monitoring of Corrective Actions to
Ensure No Recurrence:
Random checks throughout the quarter by the
dietary manager and dietitian will be conducted
to ensure that the staff know and understand
proper sanitation procedures.
The results of this monitoring will be included
in the quarterly QAA report. 2/12/15
Ongoing
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